Chapter 12: Forms

Summary

Following are examples of some of the forms used frequently by DRS.
Some of the forms include detailed instructions and other important
information, so be sure to check for additional pages. Y ou can download
these forms from http://www.wa.gov/DRS/forms/index.htm if you do not
have one and need one for immediate use. Y ou may also call us at 1-800-
547-6657 and we will mail you aform.

A Partial List of Forms Available in the Forms Archive on the
Web Site

The Forms Archive is designed to provide easy access to many of our
more commonly used forms. All forms are in PDF format. We have
provided alink to download Adobe Acrobat, so you can access the form
files. You can view, print or complete the forms on line. The forms must
be printed and signed at your site. Unless otherwise indicated, mail the
signed original to the address indicated below.

Authorization for Direct Deposit—use this form to have your
retirement benefit deposited directly into your personal

bank account.

Beneficiary Designation—use this form to document beneficiary
information in case of death prior to retirement

Beneficiary Designation—for DCP only—use thisformto
document beneficiary information in case of death prior to
retirement

Beneficiary Designation—for LEOFF and WSPRS members
only—use this form designate or change your beneficiary(s)
eligible to apply for benefits under Chapter 226, Laws of 1996
only.

Beneficiary Designation—for LEOFF and WSPRS retirees
only—use this form designate or change your beneficiary(s)
eligible to apply for benefits under Chapter 226, Laws of 1996
only.

Credit Redistribution—use this form to redistribute previous
retirement system payments.
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DCP Payment Advice— use this formto report payments for
DCP only.

Enrollment Form—use this form for initial enrollment in a DRS
administered retirement system

Final Compensation Report—Use this form to provide information
DRS needs to calculate the benefits for a retiring member of PERS
Plan 1. A political subdivision also uses thisform for a sick leave
cashout at retirement.

Maximum Deferra Worksheet-DCP—use this worksheet to
determine your deferral limit.

Participation Agreement—complete this formto enroll in the DCP.

Payment Advice—use thisformto report Plan 1 and Plan 2
payments to DRS

Plan 3 Change of Investment Program—TRS Plan 3 members use
this form to select a new investment program for future
contributions; this form should be turned in to the employer.

Plan 3 Member Information—Use this form, in addition to the
Enrollment Form, during initial enrollment in TRSPlan 3.

Plan 3 Payment Advice—use this form to report payments for
Plan 3 only.

Position Eligibility Worksheet—use thisformas an aid in
determining position eligibility.

Prelist Supplement Form— nsert this forminto the prelist where
you need extra pages.

Proof of Earnable Compensation—use for TRSonly to finalize the
member’ s account for retirement.

Retiree Returning to Work Report—use this formto report the
retirement systemin which the retiree is working.

Retirement Status (required by RCW 41.50.139)— eports if
member has been a member or retired from a Washington Sate
retirement system.

TRS Plan 1 Retiree Returning to Work Report—use this formto
report any TRSPlan 1 retiree who is working for you.

12—2

DRS Employer Handbook
June 2000



Chapter 12: Forms

Forms not Available on the Web Site

Transmittal Correction Form: Use this formto correct reporting errors from
previous transmittals.

Plan 3 Transmittal Correction Form: Use this formto correct reporting errors
from previous transmittals for Plan 3 only.

Verification of Employment form: This formis generated by DRSto verify an
employee’ s salary and hours for a specified period.

Mailing Completed Forms

Mail all completed forms (unless otherwise noted) to the address shown
below:

DEPARTMENT OF RETIREMENT SYSTEMS
PO BOX 48380
OLYMPIA WA 98504-8380

Questions Regarding Forms?

If you have questions about the form, please contact the DRS Central
Reception Unit at 1-800-547-6657, who will direct your call to the
appropriate person, or you may contact ESS.

Need Additional Forms?

For bulk quantities of forms, please call the DRS Mailroom at
(360) 664-7066 or on the toll free number, 1-800-547-6657. Y ou may
also request forms on E-mail at dr sforms@dr s.wa.gov.



The examples of the forms are listed alphabetically on the following pages:



State of Washingion PO Box 48380

Department of Retirement Systems (DRS) b 336045350

Local: (360) 664-7000

AUTHORIZATION FOR DIRECT DEPOSIT Long Ditance: (300) 547-6657

Direct deposit is available to retirees of all DRS-administered refirement systems.  Direct deposit allows your payments to be sent
directly to your financial institution for deposit in your account.

SECTION A: TOEBE COMPLETED BY RETIREE -PLEASE PRINT (See other side forinstructions.)

1. Mame of payee Payee defined on back offarm) 2. Payes Social Security number

l, herety authorze and request
Wihe Department of Retirement Systems (DRS) totransfer the full amount of my monthly retirement benefi, after authorized
deductions, tothe designated financial institulion for deposil.

Wthe designated financial institution to provide informationto DRS regarding address changes and account information to
enzure proper and timely processing of deposittransactons.

W the designated financial institution to refund to the Department of Retirement Systema any overpayments to my accourt made
subsequentto my death or payments made in emor.

3. Mailing address of payee fumber, straat, city, state and zip cade) 4 Home telephone
(
5 Mame of refiree {ifdiferentfrom payee) 6 Retiree Social Security number

7. Mame ofthe system fromwhich you receive benefits: (check one)

[ pubiic Employees [ Teachers [ state patrol A Law Enforcement oficers’ and Fire Fighters
X Juicial
3. Signature of payes rsee netructions on hack) Date signed

SECTION B: RETIREE'S REMITTANGCE ADVICE STATEMENT

When the firstpayment haz been deposited, vou will automatically receie a remittance state ment atthe address provided in Sedtion A, tem 3.
Theresfter, fyou do notchooze otherwize, you will receie a remittance statementwhen achange iz made to your account and atthe end of each
calendaryear. Check one only

I would prefer to receive astatementwhen a change is made to my sccount and atthe end of the year.

QA lwould prefer to receive a statement each time | receive a beneft payment.

A Iwould preferto never receive a statement.

SECTION C: FINANCIAL INSTITUTION TO COMPLETE BELOW THIS LINE

We hereby agree to receive and deposit sums for the payes named herein, in accordance with conditions established by the Washington
State Department of Retirement Systems. We further agree to refund to the Department of Retirement Systems any payments received,
in accordance o this agreement, which were paid in error or toowhich the payee was not entifled by reason of errors or hisfher death
prior to the due dates of such payments.

Mame of financial institution TransitRouting ho. _ _
Fayment mailing address Account Type Mumber of account to be credited
Cchecking Dlsavings
City State Zip Code Telephone
()
Authorized signature of financial instituion oficer Drate

Signature Title
RS G06001 (699
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. Department of Retirement Systems
State of Washington PO B 43240

Department of Retirement Systems Clympia, Wik 955048350
Toll Free: 1-800-547-6657

BENEFICIARY DESIGNATION D s sessiso

Return completed form to DRS

Important Before completing this form, carefully read the instructions on page 2. If you are a survivor of a retiree, please list the
retiree's name and Social Secunty Mumber.

Name of refiree (if different from payee) Retiree's Social Security Mumber

Section One: ldentification -- Please type or printin darkink andreturn completed original form to DRS

Last name First name Middle name
Retirement System — check one only Telephone Mumber (Daytime) Social Security Mumber
O eubic Employees O school Employees (hon-teachers)
I:I Teachers I:I Judicial Telephone Mumber (Evening) Are you refired?
I:l Law Enforcement Oficers D State Patrol
- [ ves [ we
& Fire Fighters

Section Two: Beneficiary Designation — Youmustdesignate atleast one primary heneficary.

Full name of persons or estate {frusts below) Designation Relationship Date of Birth Address
Frimary  Contingent Street
City State Zip
Social Security # Hust Check one
Primary  Contingert Street
City State Zip
Social Security # Hust Check one
Primary  Contingent Street
City State zip
Social Security # Hust Check one
Primaty  Cordingert Strest
. . City State Zip
Social Security #: Hust Check one
Trusts or organizations {attach documentation) Designation Trustee or Administrator Address
. ) Street
Marme: Primary  Confingent
i State i
Hust Check one il ®

Section Three: Certification -- Complete in full

l, (print name), hereby direct that any monies standing to my credt, unless otherwise specfied or
required by law, wil be paid in equal shares o any primary beneficiaries named above who survive me, but if none survive, such monies will be paid in equal
shares fo any contingent beneficiaries named abowve who survive me. | hereby certfy that | have read and understand the instructions 1o this form and that all of the
information | hawe entered on this form is tue and complete. Submission of this form revokes any prior designatons that | have made.

Signature of Member Date
Address
City State Zip Code

SectionFour: Witness — To be completed by a person, otherthan a heneficiary, who withesses the member’s signature

l, am withess that the above named member completed and signed this document.
Nftness name (cannot be a named beneficiary) - please print in dark ink

Sighature of Witress (cannot be a named beneficiary) Data
Address
City State Zip Code

DRS M5 100 (RS0
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Note to Retirees: This form cannot be used to designate a new beneficiary to receive a monthly survivor option
(retirement benefit payment options 2, 3, and 4). Beneficiary(ies) who receive survivor options are named on the

retirement application form.

Instructions: Use this form to designate or change your beneficiary(ics) with the retirement system you indicated
in Section One. The designated beneficiary(ies) will receive any monies in your account at the time of yvour death. If
yvou have money in more than one retirement system, you must complete a separate form for each system.

Your designated primary and contingent beneficiary or beneficiaries may be a person, persons,

your estate, a trust, or an organization. If a trust is named, the legal documentation must be submitted with this form.
Primary beneficiaries will receive any monies in yvour account when you die. If no primary beneficiary is alive at the
time of vour death, the contingent beneficiary(ies) will receive the money in your account.

To make vour designation:
1. Complete Section One.

2. Complete Section Two and check the appropriate box to indicate whether you wish to make that person or
entity a primary or contingent beneficiary.

When naming a person, always show given names. For example:
MARY K. DOE (not Mrs. Robert Dog)

You may designate more than one primary benehiciary. If you do, the funds will be
divided equally among all named primary beneficiaries unless otherwise specified or required by law.

After naming vour primary beneficiary(ies), vou may name one or more contingent beneficiaries. If the
primary beneficiaries are no longer hving, the funds will be divided equally among all contingent beneficiaries
unless otherwise specified or required by law.

3. Complete and sign Section Three.

4. To protect members from fraudulent claims, it is required that another person witness the
member’s sighature on this document and complete and sign Section Four. A beneficiary cannot sign as a
witness.

Sign and date the form. If the signature can only be made by mark, it must be witnessed by two persons
who sign the form. The two witnesses must sign in the witness section and initial in Section Three if marked
with an "3."

3 The form must be returned to DRS, PO Box 48380, Olympia WA 98504-8380.

Important: Your beneficiary designation may be invalidated by subsequent marriage, divorce or reestab-

lishment of membership following withdrawal or retirement. Make a copy of vour beneficiary designation and review
it periodically to ensure that it is still valid.

26 U.5.C. Sections 6047 (D, 6041 (4), and £109(4)(3) authorize DRS o solict your Social Security Number.

= DRES uses your Social Security Mumber 1o ensure that any amounts disbursed under your account are properly reported to te Internal Revenue
Gervice and a3 a reference number for fracking all cata with regard to your retirement account.

* Foutinely, DRS uses the Social Security Number as the idenifying number for the member fle.

= |f you do not provide your Social Security Mumber, DRES cannot guarantee that the information you are providing on this form wil be properly matched
with your member records. This is a particular risk if your name is a fairly common one. Failure to provide your Social Securty number may also
result in misreporing to the Internal Revenue Service any dishursements you receive, which may resullin adwerse tax consequences for you.

= Because this form affects how DRS reports your disbursements to the IRS, the disclosure of your Social Security Mumber to DRS is mandatory.

= DFES will not disclose your Social Security Mumber to any party unless required by 3w,




Z—

DEFERRED
COMPENSATION
PROGRAM

BENEFICIARY DESIGNATION

STATE OF WASHINGTON

IMPORTANT:

Mail To:

PO Box 40831

Olympia, VWashington 98504-0931
Toll Free: 1-B88-327-5586

TOD: 1-B77-B47-B041

DEPARTMENT OF RETIREMENT SYSTEMS

Before completing this form, please read the instructions on the back

Social Security Mumber

Employer Mame

Employee Nare = Firut Widdke il | Diay Phone
{ )
freat Address Evening Phone
{ )
City T} Hirthdate L] [ K Gender
1 F

numbers only) for each category must add up to 100%.
provisions of the Plan:

Beneficiary Designation

| understand if | select more than one Primary Beneficiary or more than one Contingent Beneficiary, the total percentage(s) (whale
| wish to designate the following beneficiary(ies) in accordance with the

| .

Primary  I5acial Securty Mumber Marne Last, First, Ml Relationzhip Date of Birth Farcantage
.
Address: Number Street City State Zip
CCI)19 ck ‘ u,
ne
Social Security Number Mare: Last, First, Ml Relationship Date of Birth Percentage
Primary Canimgent A ddress.  Mumber Street City State pils]
Ccr;eck |
ne Social Security Number Mame: Last, First, Ml Relationship Diate of Birth Percentage
Primay Camimgs Agdrace Mumber Straet City State Zip
CCI;E ck ‘
ne Social Security Number Mame: Last, First, Ml Relationship Diate of Birth Percentage
Primary Camingen) Addregs:  Mumber Street City State Zip

X

to any primary beneficiaries who survive me.
contingent beneficiaries who survive me

DRED 117 (600)

Participant Signature

Date

| herehy direct any accumulated deferrals in my Deferred Compensation Account to be paid, in the percentages indicated abaove,
If none survive, such maonies will be paid, in the percentages indicated, to any
Completion of this form revokes any prior designations | have made
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|
Department of Retirement Systems

BENEFICIARY DESIGNATION for LEOFF and WSPRS Retirees Tolkfree:  1-B00-547-B657
Olympia area: (3603 BE4-7000

Impartant: Befare caompleting this form, carefully read the instructions on the back.

Last narme First name Middle name

Retirement Systern—check one only Zocial Security Number
0O Washingtan

State Patral O Law Enfarcement Officers and Fire Fighters

Telephone Mumber (Work or Daytime) [ )

Telephone Mumber (Home) { )

SECTION MEFICIARY D 5T back of form for instructions
Full name of persons or estate Designation Relationship Date of Birth Address
Primary  Contingent Street Mo Day Vear
a a - -
Social Security # Check one City State Zip
Full name of persons or estate Designation Relationship Date of Birth Address
Primary  Contingent Strest Mo Day Vear
a a
Social Security # Check one City State Zip
Full name of persans or estate Designation Relationship Date of Birth Address
Primaty Contingent Street Mg Day Vear
a a - -
Social Security # Check one City State Zip
Full nare of persons or estate Designation Relationship | Date of Bith Address
Primary  Contingent Street Mo Day Vear
a a
Social Security # Check one City State  Zip
Trust or organizations Designation Trustee ar Administratar Address
Primary  Contingent Strest
Mame u] u]
Check one
City State fip

Wabwa who survive me, hot £ none suryive B B 2 ontingent. ben e 2
survive me, | hereby certify that | have read and understand the instructions to this form and all of the mformatlon I have entered on this form [ true and
complete. Submigsion of this form revokes any prior designations | have made.

Signature of Member Date
Address
City State Zip Code

I, Lam witness that the above named member completed and signed this document.

(Witness's name — please print

Signature of Witness Date

Address

City State Zip Code




Note to Members and Retirees: This form cannot be used to designate a beneficiary to receive a
monthly survivor benefit or a refund of retirement contributions from the Department of Retirement
Systems.

Instructions: Use this form to designate or change your beneficiary(s) eligible to apply for benefits under
Chapter 226, Laws of 1996. This law provides a $150,000 benefit if your death occurs as a result of
injuries sustained in the course of employment as a law enforcement officer or firefighter. Eligibility to
receive the benefits will be determined by the Depariment of Labor and Industries.

Your designated primary and contingent beneficiary or beneficiaries may be a person, persons, your
estate, a trust or an organization. Primary beneficiaries will receive any monies payable under this law. If
no primary beneficiary is alive at the time of your death, the contingent beneficiary(s) will receive the
money. If there is no designated beneficiary still living at the time of your death, the death benefit will be
paid to your surviving spouse. Ifthere is no surviving spouse, the benefit will be paid to your legal
representative.

To make your designation:

1. Complete Section One.
2. In Section Two, type or print in ink the requested information and check the appropriate box to

indicate whether you wish to make that person or entity a primary or contingent beneficiary.

When naming a person, always show given names. For example:
MARY K. DOE (not Mrs. Robert Doe).

You may designate more than one primary beneficiary. If you do, the benefit will be divided
equally among all named primary beneficiaries.

After naming your primary beneficiary(s), you may name one or more contingent beneficiaries. If
the primary beneficiaries are no longer living, the benefit will be divided equally among all
contingent beneficiaries.

3. Complete and sign Section Three.
4. To protect members from fraudulent claims, it is required that another person witness the

member's signature on this document and complete and sign Section Four. The witness must be
someone other than a designated beneficiary.

4. The form must be returned to DRS, PO Box 48380, Qlympia, WA 98504-8380.

Important: Make a copy of your beneficiary designation and review it periodically to
ensure that it is still valid.

Thig form requests that you provide your Social Security number. § U.S.C. Section 952(A) requires that the Department make the following

disclosure when requesting that information:

o 25 US.C Sections BOA7(DY, B041(A)(3) authorizes DRS to solicit your Social Security nurmber.

+  DRS uses your Social Security nurnber to ensure that any amounts disbursed under your account are propery reported to the Internal
Revenue Service and as a reference number for tracking all data with regard to your retirement account.

+  Routinely, DRS uses the Social Security nurmber as the identifying number for the member file.

s I youdonot provide your Social Security number, DRS cannot guarantee that the information you are providing on this will be properly
matched with your member records. This is a patticular risk if your name is a fajrly common one. Failure to provide your Social Security
nurnber may also result in misreporting to the Internal Revenue Service of any dishursements you receive, which may result in adverse tax
congsequences for you.

s  Because DRS uses your Social Security number in order to report disbursements to the IRS as required under federal law, the disclosure of
your Social Security number is mandatory.




State of Washington
Department of Retirement Systems

CREDIT REDISTRIBUTION

Employer Name:

Organization No.:

Retirement _ _ _ _ _ L
System PERS =P TRS=T SERS=E LEOFF =L WSP =8 Judicial = J
Reporting
Group:
Prepared by: Telephone Number:
From To

Reporting Period Reporting Period

S;s;';m or Payment Number Sg;t;': or Amount

Invoice Number

Invoice Number

Mail this form to:

Department of Retirement Systems

PO Box 9018

Olympia YWA 98507-9018

For DRS use only:

Approved by:

Date:

(DRS Account Manager)

DRS WS 139 (RS00)




Using the Credit Redistribution Form

General Information

Use this form to redistribute previous payments. Do nof attach a payment. To rmake a payment, use the appropriate Payment
Advice form (DRS MS 136 or DRSS MS 137 revised 5/00).

A receivable balance is reflected in the Balance Due column on your Staternent of Account Activity, If the balance due is a
credit (your payment was greater than the invaice amount) it will be reflected with 2 negative sign to the right of the nurmber, for
exarnple, $10.00-. You may apply all or part of 3 credit balance to any debit balance (your payment was less than the invoice
amount). The applied credit may cover only a part of the amount owed. You may apply other credits to the remaining
receivable balance, using separate lines. You may redistribute credits between systems and/or plans.

If wou have any questions about completing this farm, please call your account manager listed on yaour statement, or call
ORS Employer Support Services at (360) 664-7200, or toll-free at 1-800-547-6657, ext. 47200.

| completing the Form

Enter your organization's name as shown on your Statement
Employer Name Of ACCOLMt Activity.
o Enter your Organization MUmber as shown on your Statement
Organization Number of Account Activity: e.g., 0000,
Enter your DRS Reporting Group as shown on your Statement
of Account Activity, e.g., 5000, If you have entries for more
than one Reporting Group, list each Reporting Group
individually in a separate box,

Reporting Group

Use the FROM colurmn to document the current location of the
credit balance. Use the To colurmn to document where you
want DRS to apply the credit.

From
To

Enter the first letter of the applicable systemn; e.q., T for TRS.
System & Plan Enter a 1, 2 or 3 for the applicable plan.
(Example—T2.)

Enter the 8-digit unigue Invoice Mumber for DRS-generated

Reporting Period invaices ar the B-digit month-year invoice number used far the
of Invoice Number transmittals (0515598 for May, 1998) as shown on the
staterment.

Enter the payment number; e.g., check, warrant, or electronic
Payment Number fund transfer (EFT) number, carresponding to the receivable
showing a credit balance on the Statement of Account Activity.

Enter the amount you are moving expressed as a positive

Amount number. Do nat use brackets or other symbaols.

Mailing the Form

hail this form to the address shown on the front page of this form.

Note: Use this post office box for payments and payment forms only!




State of Washington

Department of Retirement Systems

Deferred Compensation Program

PAYMENT ADVICE

Employer Name:

Reporting Group:

Payment Number

Reporting Period

Version/Expected Amount

System Total for This Page $

Mail this form with the payment to:

Department of Retirement Systems

PO Box 9018

Olympia WA 98507-9018

For DRS use only

DRS Receipt Number:

DRS D 127(6/00)
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. Department of Retirement Systems
Slate of Washington PO Box 48350
Department of Retirement Systems Olympiz, WA 95504-5380

ENROLLMENT FORM Lova . 300-0087000
DD HE0-586-5450
Return completed form to your employer

INSTRUCTIONS: Complete this form it you have never been a member of this retirement systern, or if you are retumning to the LEOFF Retirement System. If you are
enrdllingin Plan3, you must complete aPlan3 Mernber Infarmation form in addition to this form. Membersin allplans mustcormplete 2 Beneficiary Designation farm

Section 1. Personal Dala - To Be Completed by Member and Returned lo Employer

|:| Ilale |:|Fema|e

Sozial Secur'rtyNumber (See back ofform) Gender {Check one)

LastMame

FirstName:

Iiidde Name Maiden Name

IWlailing Addresa

City State Zip Code [+4 Optional)

Diate of Birth Haome Phone Mumber " Work Phore Nurmber

| hereby certify that all of the information | have entered on this form is true and complete

| Signahrs of Emplopae Date

Section 2. To Be Completed by Employer and Retumned to DRS

Elected Official
L L A R L A L Orers O sers [ oian 1 | |5 =

g i 1 TRS Cwse | Plan 2 i :yvifmmijgm‘

. , Couity ar|
Reporting Group FirstDate of Employee Eligihilty | O Leorr |D Plan 3 |D Naater of Feinistator

Retirement Syste m - check one Plan Special
Empl. Type

|
Employee Position Tite
| Prirt or type employer name and maiing address below | hereby certify that all of the irformation entered on this form is frue and complete
|

vand that the employee's Social Security Number has been verified

Print Mame

| ()

Tite of Personnel or Payroll Representative Phane MNumber

Signature

RS M 102 (RE/00)
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DEPARTMENT OF RETIREMENT SYSTEMS
P.0. BOX 48380 Qlympia, Washington 98504-8350

FINAL COMPENSATION REPORT

Member Name: S5# Retirement Date:

Department _ Employer:

ANNUAL LEAVE

How many hours of unused annual leave did employes have at time of retirement?
[Line 13

Hourly rate employee was paid for annual leave cashout:
[Line 23

Calculate the total dollars employee was paid for annual leave at time of retirement:

To arrive at this figure use the
formula to the right inserting the k. =%

figures from above: (Line 1) (Line 21

How many hours of annual leave did employss earn each month? o

Did employee cash out annual leave other than at time of retirement? (Check one)  Yes Mo
SICK LEAVE
How many hours of unused sick leave did employee have at time of retirement?
How marny hours of unused sick leave did employee cashout at time of retirement?
[Line 3
Wyhat percentage was employee paid for sick leave at time of retirement?
[Line <)
Hourly rate employes was paid for sick leave cashout:
[Line &)
Calculate the total dollars employee was paid for sick leave at time of retirement:
To arrive at this figure use the
formula to the right insering the A X =5
ﬂgUl’ES fram above: (Lire 33 (Line ) [Line &
How many hours of sick leave did employes earm each month?
Did employee cash out sick leave other than at time of retirement? (Check one} Yes Mo

}f =pplicable, what contract or
persnnnel agree ment was this

member employedunder?
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MAXIMUM DEFERRAL WORKSHEET

DEFERRED
COMPENSATION ) ) PO Box 40831
PROGRAM STATE OF WASHINGTON Clympia, Washington 98504-0931

Toll Free: 1-888-327-5596
/ DEPARTMENT OF RETIREMENT SYSTEMS Free o

Wyhen deferring a specified amount of your salary through the Deferred Compensation Program (DCP), your gross salary
will be reduced sach month by the amount that vou have elected to defer. Your deferral cannot exceed 25% of your taxable
compensation, limited to $666 00 monthly ($8,000.00 annually). This worksheet will help you determine your limit

Instructions

Line 1. Enter yvour gross monthly salary (If paid hourly, enter your estimated gross monthly salary).
Line 2. Enter vour retirement percentage contribution, if tax deferred. If contribution is taxed, enter zero

Retirement contribution rates effective September 1, 2000
FERS 1- 6%
PERS Z/SERS 2 - 2.43% Example: For 2.43%, enter .0243 onLine 2.
TRS 1-85%
TRS 2 -301%
TRS 3/5ERS 3 - % rate selected
LEQFF 1-6.78%
LEQFF 2-541%
TIAACRER - 5%, 7.5%, or 10% {Community Colleges only 403(a)) (Four year universities, see Line ).
WS - 3%
Line 3: Multiply Line 1 by Line 2 and enterin Lineg 3
Line 4: Enter your monthly pre-tax insurance premium with Heath Care Authority
Line 5 Enter yvour monthly Dependent Care Assistance reduction.
Line 6: Subtract Lines 3 through 5 from Line 1 to calculate your "Adjusted Gross Monthly Salary "
Line 7: Multiply Line 6 times 25% to calculate your "Maximum Monthly Contribution.” Line 7 may not exceed
$666.00 monthly ($3,000 annually). If yvou are paid in less than 12 months annually, contact DCP for
instructions

If you contribute to an additional Deferred Compensation 457/403(b)/401 (k) plan:
Line 8 Enter your monthly contribution to your 457/403(b)401(k) plan (Four year universities, TIAMTCREFR
contributions are 403 (b))

Line 9: Subtract Line & from Line 7 to determine your maximum monthly deferral.

Calculator
Example

1. Enier your gross monihly salary 1.% 2,000.00 $

2. Enter your retirement percemtage 22X 0243 X

3. Muliiply Line 1 by Line 2 2% — 4900 f—

4. Pre-tax Insurance Premium 4.3 _— 1000 $ =

5. Dependent Care Assi Reducti 5.% _— 40000 $ —

6. Subiract Lines 3,4 and 5 from Line 1 to get vour 6.% 1.541.00 $

adjusted gross monthly salary. X 25 X 25

7. Your maximum monthly deferral: 7.8 38500 $

8. Less other 457/403(h)401(k) Conirihutions 8.5 _— 10000 $ _—

9. Your adjusted maximum monthly DCP deferral 9.4 28500 e —

DRS D 119(600) (Numbers are roundedto the nearest dollan




PARTICIPATION AGREEMENT

DEFERRED Mail To
COMPENSATION PO Box 40931
Ql Washington 98504-0931
/ PROGRAN STATE OF WASHINGTON TP ol Free. 1.638.327.5588
DEPARTMENT OF RETIREMENT SYSTEMS 10D 1-877-847-R041
Social Security Number Ermployer Mame
Employee Mame [ Fiml Widdle Tl Day Fhone
{ )
Street Address Evening Fhone
{ )
City State Fip+4 Birthdate £l oo e Gender
L1 [
U] F

Deferral Information
our deferral cannot exceed 25% of your taxable compensation, limited to $666.00 monthly ($8,000.00 annually). Please use the
maxirmurn deferral worksheet to determine your limit. For information about special provisions that allow you to exceed $666.00
maonthly, contact DCF. Deferrals will begin on the earliest date possible, contingent upan the processing time reguired by vour
employer's payroll department and the provisions set forth in Section 457 of the Internal Revenue Code. If you prefer to delay
starting your deferrals to a later day, indicated begin date here . | autharize my employer to defer
OR % (only state agencies may elect %) from my pay manthly.

Investment Allocations
[Use whale percentages only)

(10} Savings Pool % (40} Fidelity Equity Income %
(25) WA State Bond Fund % (50} US Stock Market %
(70) WA State Short-Horizon % (60} Fidelity Retirement Growth %
(71) WA State Mid-Horizon % (79) Fidelity Growth Company %
(72) WA State Long-Horizon % (77) Fidelity Overseas %
{30} CSIF Balanced Portfolio % TOTAL must equal 100%

Beneficiary Designation
| understand if | select more than one Primary Beneficiary or more than one Contingent Beneficiary, the total percentage(s) (whale
numbers only) for each category must add up to 100%. | wish to designate the following beneficiary(ies) in accordance with the
provisions of the Plan:

. | ;
Primary  gncal Security Mumber Mame: Last, First, Ml Relationship Date of Birth Fercentage
x] .
Address: Mumber Street City State Iip
Check ‘
One: k.
Social Security Mumber Mare: Last, First, Ml Relationship Date of Birth Percentage
Primary Comimgent | Address:  Mumber Street City State Zip
Check | %
One: - - -
Hocial Secunty Mumber Marme: Last, First, Ml Helationship Uate of Birth Fercentage
Primary Camingan [ 4 ddress:  Mumber Street City State Iip

Important: Read before signing. | authorize my employer to deduct the amount or percentage set forth above each month and transmit to the Deferred
Compensation Program. | further authorize my employer to deduct any deferral changes | request through the Deferred Compensation Program in the
future. This agreement will continue until further notification by me, as set forth in the plan. | understand a plan expense will be applied to my account
value. | acknowledge | have read and understand all sections of the "Memo of Understanding” on the reverse side of this agreement

X

pRs b 11z@on EMployee Signature Dote

\ihite Copy- DRS  Pink Gopy- Employer  Yellow Copy - Paricipant




Chapter 12: Forms

MEMO OF UNDERSTANDING

DEFERRED Mail To:
COMPENSATION PO Box 40931

PROGRAM STATEOFWASHINGTON Olyrmpia, Washington 98504-0931

/ DEPARTMENT OFRETIREMENT SYSTEMS Toll Free: 1-888-327-5596

TDD: 1-877-847-6041

DR

THIS MEMO HIGHLIGHTS CERTAIN PROVISIONS OF THE DEFERRED COMPENSATION PROGRAM. FOR
SPECIFIC DETAILS, YOU SHOULD REFER TO A COPY OF THE PROGRAM SUMMARY AND REGULATIONS.

| understand the following:

My gross salary will be reduced each month by the amount that | have elected to defer. That amount cannot exceed
255% of my taxable compensation, limited to $666 monthly or $3000 annually (use the maximum deferral worksheet to
determine your limit). Itis my responsibility to ensure that my deferrals under this and ather plans inwhich | participate
do not exceed the allowable amount specified in IRC & 457 ifthey do, my employer may disallow deferral of the excess,
which also may be taxed currently. However, during the last three years before attaining normal retirement age | may
be able to defer a greater portion, subject to IRS limitations. For information about special provisions that allow you to
excead $666 monthly, contact DCP.

Wy deferral cannot begin sooner than the month following Participation Agreement approval (WWAC 415-501-4107 . My
accumulated deferrals will be held in trust by the VWWashington State Investment Board for the exclusive benefit of
participants and their beneficiaries until paid to me under the rules of the Plan (WWAC 415-501-580). | realize that | may
not assign or transfer my rights in the Plan (WAC 415-501-570).

| have elected to have my deferred salary invested as indicated on my Participation Agreement.

Earnings, if any, will be applied to my accumulated deferrals in accordance with the investment option | select
WAC 415-501-475).

| may change or stop the amount | defer and may change my investment(s) by using the Yolce Response Unit (VREU],
the Internet, customer service representatives or by submitting the proper form, which can be obtained on the Internet
or by calling the DCF Information Line.

There are only three reasons forwithdrawal of my funds: Separation from service (WWAC 415-501-48%), an approved
unforeseeable emergency (WMWAC 415-501-5107, or an approved voluntary in-senvice withdrawal (WWAC 415-501-500).

| may elect the date and method of distribution of my accumulated deferrals according to those methods approved by
the Department (WAC 415-501-490). In the event of my death, any unpaid benefits will be paid to my designated
beneficiaries (WMWAC415-501-486).

The Departmentretains administrative controlover the plan andthe employer retains the right toterminate the plan (WWAC
415-501-530 and¥WwAC 415-501-540).

Meither my employer, nor the Department, nor itsindividual members, shall be liable for the performance of investments .

| understand that | will receive a copy of any applicable prospectuses and an enrcliment confirmation
notice, indicating acceptance into the plan. | acknowledge that | have received a copy and understand the
Deferred Compensation Program summary and regulations.

5D 142 (500




State of Washington|

Chapter 12: Forms

Department of Retirement Systems

PAYMENT ADVICE
Employer Name:
Reporting Group:
Payment Number Plan Reporting Period or Invoice Number Amount
1
1
1
1
1
1
1
1
1
1
Plan 1 Total for This Page $
Payment Number Plan Reporting Period or Invoice Number Amount
2
2
2
2
2
2
2
2
2
2
Plan 2 Total for This Page $

System Total for This Page $

Mail this form with the paymentto:

Department of Retirement Systems

PO Box 9018
Olympia WA 98507-9018

For DRS use only

DRS Receipt Number:

DRS MS 136 (REA0)



Using the Payment Advice Form

General Information

lse this form to report Plan 1 and Plan 2 payments to DRS. Use a separate form for each Reporting Group number. {Use
DRS 733024, revised 12/98 for Plan 3 payments.)

To redistribute a previous payment, use the Credit Redistribution form.
(DRSS 733021, revised 12/98.)

Electronic fund transfers transmitted through HRISD and CIS are not reported on this form.

Ifyou hawve any guestions about completing this form, please call your account managsr.

Completing the Form

Enter your organization's name as shown on your
Employer Name Statement of Account Activity

Enter your DRS Reporting Group as shown on your
Statement of Account Activity; e.g., 5000 If you have
payments for more than one Reporting Group, use a
separate form for each.

Reporting Group

Enter the number of the check, warrant, journal voucher
{JV) or other payment document. A single payment
Payment Number document may be used for more than one invoice number.
The payment document number must be listed for each
applicable invoice number.

Plan | Retirement System Plan 1 or Plan 2.

Enter the invoice number to which you wish to apply the
Reporting Period payment. For transmittals, the invoice number is the

or Invoice Number transmittal reporting period month and year (051998 for

May 1998). Forinvoices, Use the unigue S-digit Invoice

Nurmber that appears on the invoice.

Amount | Enter the amount being paid against each invoice.
Enter the plan total and system total on each page. If you

Plan Total and System Total use more than one page for a single invoice or payment
itern number, please total each page separately.

Mailing the Form

Mail this form to the address shown on the front page of this form.

MNote: Use this post office box for payments and payment forms only!



Department of Retirement Systems

State of Washington PO Box 45330
. Olympia, WA $5504-8380
Department of Retirement Systems Toll Fres: 1-200-547- 6657
Local E0-864-T 000
Plan 3 Change of Investment Program boed - 360-604-7000
Return pleted form to your employ

Use to change the investment program to which your contributions are sent

Section 1: Personal Data - To Be Completed by Member

‘ [1seRrs [ 1rs
Social Security Mumber Checkyour Retirement System
Lasthame
FirstName
MWliddie Name Maiden Name

Section 2: Change of Investment Program - To Be Completed by Member

To obtain more detailed information about an investment program consult the Plan 3 Invesiment Guide Investment guides are
available from your employer or through ICMWA-RG (1-888-711-8773)

Place a check mark in the box next to the investment program vyou choose.

A Direct my future contributions to the Washington State Investment Board (WSIB) Investment Program.

[ Direct my future contrbutions to the Self-Directed Investment Program. “You can select the allocation of your
contributions by contacting ICWMA Retirement Corporation (ICMA-RC) at 1-888-711-8773 or by accessing their Web site
{hitp: Mfwrareicm arc. org/pland).

Any contributions made prior to this change and the eamings generated by those funds will remain in the current investment program
unless you request that they be transferred. To transfer fund balances between investment programs contact IGMA-RC toll-free at
1-888-711-8773 from 5:30 a.m. to 6:00 p.m. Pacfic Time, Monday through Friday {on business days)

M M o [ ¥ ¥ ki ¥

Employee Signature Date

26 U5.C. Sections 5047 (D), 6041(A), and 6109(A)(Z) auhorize DRS to solict your Social Securty Mumber.

+ DRS uses your Social Security Mumber 10 ensure that any amounts dishursed under your accourt are properly reported to the Internal Reverue
Service and as a reference number for Facking &l data with regard to your retirement account.

* Routinely, DRS uses the Social Security Mumber as the identfying number for the member fle.

* I you do not provide your Social Securty Number, DRS cannot guarartes thatthe information you are providing on this form wil be properly mat:hed
with your member recards. This is & particular risk It your name is @ falfly common one. Failure to provide your Social Security number may also
result i misreportng to the Internal Revenue Service any disbursemerts you recelve, which may resultin adverse tax consequences for you.

+ Because this formn affects how DRS reports your dishursemernts to the IRS, the disclosure of your Social Securty Mumber 1o DRS is mandaiory.

+ DRS will not diselose your Social Secury Murmber o any party unless required by law

DRS MS 145 (RS0 i, SOOCHO03-27 03
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State of Washington Departmert of Retirement Systems

= PO Box 48280
Depariment of Retirement Systems Olympia, WA 95504-8350
- Toll Free: 1-800-647-6657
Plan 3 Member Information Local  360.6647000

TOD: F60-5EE-5450

Forselecting an investment program and contribution rate, and fortransferring from Plan 2 to Plan 3 Return completed form to your employer

INSTRUCTIONS: This /s 5 two-sided form, be sure s compieted a8 noted below and refurn to your e mployer,
« [Pyou are enrolling in Plan 3forthefirsttime or, ifyou are retuming to Plan 3 employment with a new emplover, complete Sections 1, 2, and 3.
« [fyouare ransferring from Plan2 to Plan 3, complete Sectons 1, 2, 3, and 4. Youremployercompletes Secton .
+ To obtain more detailed information aboutthe two available investment programs consultthe Plan 3 nvesiment Guids.
Investment guides are avaiable Fom your e mplover or through ICMA-RC by calling 1-835-711-8773.

Section 1: Personal Data-To Be Completed by Member

| [ ]sERs [Jrs
Social Security Mumber (See back offarm) Checkyour Retirement System
Lasthlame
Firsthame
Middle Hame Maiden Mame

Section 2: Selection of Contribution Rate - To Be Completed by Member

« Mew members and memberswhochange employers have 90 daysio chocega contribution rate oplion. Tarate oploniz notchozsenwithin 50 days ofyour
eligibility date, your employer mustreport Option A,

+ Plan 2 memberswho transterto Plan 3 mustselecta contribution rate option atthe time of ransfer

+ Onceselected, acontribution rate cannct be changed aslong asthe memberremains withthe same employer

« Plan3contributionz will beginwith the eaniest possible pay period following completion of this form.

“Piace a check mark in the box Next to the contribution rate option you'choose:

(1 Option A: 5 percentof pay atall ages
(X Option B: 5 percent of pey until age 35; 6 pementfrom age 35 untl 45, ¥ 5 percent from age 45 and above

(X Option C: & percent of pay until age 35; 7.5 percentfrom age 35 until 45 and 8.5 percentfrom age 45 and above
(X OptionD: 7 percentof pay atall ages
[} Option E: 10 percent of pay atall ages
[} Option F: 15 percent of pay atall ages

Employee Signature Date

Section 3: Selection of Investment Program - To Be Gompleted by Memhber

You can obtaininformation aboutbot investment programs bycontacting IChAR GlolHres at 1-888-7 11-8773. Fyouselect the Sel-Directed Imvestment
Program, setupyour allozation amongthe fund choices onling athilp: M icmarc. org/plan or by calling IChA-RC st 1-888-7 118773

Place a check mark in the hox next to the investment program you choose:

(X Direct my contributions to the Washington State Investment Board (WSIB) Investment Program.

[ Direct mycontributions to the Self-Directed Investment Program. Call 1-885-7 11-8773 or go online at hitp: fwww icmare. orgiplan3 tosetup your
investmentallocation.

M M o} o] ki b ki b

Employee Signature Caontinued on back Date

RSMS 133 (RE00)



Section 4: Request for Transfer to Plan 3 - To Be Completed by Member

| understand that my transfer to Plan 3 is irrevocable. | request that | be transferred from Plan 2 to Plan 3.

Fal Please sign and date tisform onthe daythatyou submititto your e mployer

H M o o b T ki b
Emplaoyee Sighature
Date
Section 5: To Be Completed by Employer
Print or type employer name and maiing address below:
Reporing Group

Emplovers: Pleaze mail the original of this
document to DRS only if a Plan fransfer has
i been requested.

26 U.5.C. Seclong 6047 (D, €041, and &108(A)(3) authorize DRE to solicit your Social Security Number.

= DRE uses your Social Security Mumber 10 ensure that any amounts dishursed under your account are properly reported to the Internal Revenue
Service and as a reference number for fracking all data wih regard to your retirement account.

= Routinely, DRS uses the Social Security Number as the idenffying number for te member fle.

= If you do not provide your Social Security Mumber, DRS cannot guarantee that the information you are providing on this form will be properly matched
with your member records. This is a particular risk if your name is a fairly common one. Failure o provide your Social Security number may also
resutt in misreparng to the Internal Rewenue Service any dishursemerts you receive, which may resultin adverse tax consequences for you.

= Because this form affects how DRS reparts your dishursements to the IRS, the disclosure of your Social Security Mumber o DR.S is mandatory.

= DRS will nat disclose your Social Securty Mumber o any party unless required by lauw.




Chapter 12: Forms
State of Washington
Department of Retirement Systems

PLAN 3 PAYMENT ADVICE

Employer Name:
Reporting Group:
Plan 3 Defined Benefit Contributions (Employer)
Payment Number Reporting Period or Invoice Number Amount
Defined Benefit Total for This Page $

Plan 3 Defined Contributions (Member)

Investment

Payment Number Reporting Period or Invoice Number Amount
Program

| Defined Contribution Total for This Page $ |

[ Plan 3 Total for This Page ~ $ |

Mail this form with the payment to: For DRS use only

) DRS Receipt Number:
Department of Retirement Systems

PO Box 9018
Olympia WA 98507-9018

DRS MS 137 (R5/00)



Using the Plan 3 Payment Advice Form

‘ General Information

Use this form to report payments for Plan 3 only. Use a separate form for each reporting group.
(Use DRS MS 136, revised 5/00, for Plan 1 and Plan 2.)

To redistribute a previous payment, use the Credit Redistribution form.
(DRS MS 137, revised 5/00.)

Electronic fund transfers transmitted through the Washington State Department of Personnel's Human Resource
Information Systems Division (HRISD) and the Center for Information Services (CIS) are not reported on this form.

If you have any questions about completing this form, please call your account manager listed on your statement.

‘ Completing the Form

Employer Name Ent_er_ your organization’s name as shown on your Statement of Account
Activity.

Enter your DRS Reporting Group as shown on your Statement of Account

Reporting Group Activity, e.g., 311003. If you have payments for more than one Reporting

Group, use a separate form for each.

Enter the number of the check, warrant, journal voucher (JV) or other
payment document. A single payment document may be used for more
than one invoice number. The payment document number must be listed
for each applicable invoice number.

Payment Number

Enter the invoice number to which you wish to apply the payment. For
transmittals, the invoice number is the transmittal reporting period month
and year (052000 for May 2000). For invoices, use the unique 8-digit
Invoice Number that appears on the invoice.

Reporting Period
or Invoice Number

Defined Benefit Total Enter the total_paid for the defined benefit portion of your payment
reported on this page. These are the employer contributions.

Enter the amount you want applied to the invoice. For Defined
Contribution payments, use the abbreviation for the appropriate
Investment Program. Use “W” for Washington State Investment Board or
“S” if the funds are for the Self-Directed Investment Program.

Amount

Defined Contribution Total Enter the total_pald for the defined contribution portion o_f your payment
reported on this page. These are the member contributions.

Enter the grand total for the Defined Benefit and the Defined Contribution
payments. If you use more than one page for a single invoice or payment

Plan 3 Total
number, please total each page separately.

‘ Mailing the Form

Mail this form to the address shown on the front page of this form.

Note: Use this post office box for payments and payment forms only!



Position Eligibility Worksheet*

Employee Name: SSN:

Current Position

Eligibility evaluated / / Date employee entered position / /

Position title

Position number (if applicable)

Isthis anew or an existing position? New Existingd

If existing, position formerly held by:
1. Doesthis position ever require work for at least 70 hours per month?

Yesd Nod If yes—go to next question
If no—position not eligible at thistime.

2. Doesthis position require work for at least 5 months of at least 70 hours each month during a 12-month period?

Yesd Nod If yes—go to next question
If no—position not eligible at thistime.

3. Isthe position established on an ongoing basis (not a project position with an expected termination date)?

Yesd NoQ If yes—position appearsto be eligible
If no—position may not be eligible

4. Doesthe employee work in more than one position for you?

Yesd Nod If yes, explain:

5. Do other employees work in this position?

Yesd Nold If yes, explain:,

6. Isthe position considered eligible?

Yesd Nold
If position isineligible, give the reason for your determination.

* Thisworksheet isfor PERS Plan 1 and Plan 2; SERS Plan 2 and Plan 3; and TRS Plan 2 and Plan 3.



Employee’s Understanding of Position Eligibility

Check the appropriate boxes below:

| understand this position is:
O eigible Qineligible

For membership in the Public Employees Retirement System (PERYS)
dPlanl d Plan 2

For membership in the School Employees’ Retirement System (PERS)
d Plan 2 dPlan3

For membership in the Teachers' Retirement System (TRS)

dPan2 dPan3

Employee's Signature Date

Eligibility Review

Employers should review dligibility determinations periodically.

Reviewer Date Reviewed
Eligibility haschanged  Yedd NoQ Comment
Reviewer Date Reviewed
Eligibility haschanged  YesU NoQ Comment
Reviewer Date Reviewed
Eligibility haschanged  YesU NoQ Comment
Reviewer Date Reviewed
Eligibility haschanged  YesU NoQ Comment
Reviewer Date Reviewed

Eligibility haschanged  YesU NoQ Comment




Washington State Department of Retirement Systems Prelist Supplement Ferm

Rpt Twpe| Rptg Group (Dept) System Plan Repart Period Emplover Hame Page
bermber Infor mation Ezrnings Information
Earning hember Employer Hours!
Period Status Compensation Contributions Contributions [rays Begin Date End Date
S5M: Mame:
Gender Birth: Type:
SSM: Hame:
Gander: Birth: Type:
SEN: Mame:
Gender Birth: Type:
S5M: Mame:
Gender: Birth: Type:
SSM: Hame:
Gender Type:
SEN: Mame:
Gender Birth: Type:
S5M: Mame:
Gender: Birth: Type:
SEN: Mame:
Gender Birth: Type:
S5M: Mame:
Gender Birth: Type:
SSM: Hame:
Gander: Birth: Type:
SEN: Mame:
Gender Birth: Type:
S5M: Mame:
Gender: Type:
Page Total 1. Izt thisfommn intsthe pralist
whene you need extra pages.
2. Change preprinted page
Flan Taotal numbers onthe prelit as
needad,
3.  Enter page, plan and system
Swsterm Total totals onthis page as neaded.
DRS FPRELEUFF 7/1200
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WASHINGTON STATE TEACHERS' RETIREMENT SYSTEM (TRS)
P.O. Box 48380, Olympia, Washington 98504-8380 (360) 709-4700

PROOF OF EARNABLE COMPENSATION

EMPLOYEE'S NAME: EMPLOYER'S NAME:

EMPLOYEE'S SS#: EMPLOYER'S ADDRESS:

TRS RETIREMENT DATE:

The following information must be completed in order to finalize this account. Please keep in mind the
totals listed below must match what has been reported on the transmittal system. If the amounts do not
match, please explain why.

Transmittal Total: July 1, 19__ through June 30, 19__ $
Contract Total: July 1, 19__ through June 30,19__ $
July 1, 19__ through June 30, 19__ $
July 1, 19__ through June 30, 19__ $
Total Earnable Compensation $
Transmittal Total: July 1, 19__ through June 30, 19__ $
Contract Total; July 1, 19__ through June 30, 19__ $
July 1, 19__ through June 30,19__ $
July 1,19__ through June 30,19__ $

Total Earnable Compensation $

Employee's last day of work: __
VACATION LEAVE CASHOUT

Beginning balance of vacation days as of June 30, 19__

Earned 1tyear: 19__/M1M9
Taken 15'year: 19__/19

Earned 2" year: 19__/19
Taken 2" year: 19__/19__

Net vacation leave at retirement for compensations:

Days accrued leave @ $___
Date paid:___

Total paid: $

| do hereby centify the above information is a true and correct record of the total earnable compensation
paid to the above-named employee for the period indicated.

Signature of Certifying Officer Telephone Mumber

Title of Certifying Officer Date Completed
COPIES OF ALL CONTRACTS AND VACATION LEAVE AGREEMENTS MUST BE ATTACHED
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Washington State Department of Retirement Systems Retiree Returning toWork Report

System Employer Hame Freparad By Date Fhone Fage
Retires Information Emplayment Information
Begin [rate End Date
tol hl oo Y tol hl 1] Y Fuosition Status

SSH: MHame: Eligible: Ineligible
SEH: Mame: le: Ineligible
SSH: MHamae: Eligible: Ineligible
SEM: Mame: Eligible:

SSH: Name: Eligible: Ineligible
SSH: MHame: Eligible: Ineligible
SSH: Name: Eligible: Ineligible
SSH: Name: Eligible: Ineligible
SE5M: Mame: Eligible:

S5H: Name: Eligible:

SSM: Name: Eligible:

SEN: Mame: Eligible: Ineligible
SSH: Name: Eligible: Ineligible
SSH: Name: Eligible: Ineligible
SSH: MHamaea: Eligible: Ineligible
SSM: Name: Eligible:

SSH: Name: Eligible:

SEM: Mame: Eligible:

SSH: Name: Eligible: Ineligible
SSH: Mame: Eligible: Ineligible

Mall Compleaa Pom to:

EMElctar SUppore Semless

Dpa mpagne of Radramant Sysnems
PO, Bow 42330

Dlwmpla, WA 238042 10

DRS M3 1328 (R5i00)




USING THE RETIREE RETURNING TO WORK REPORT
To complete this form:

Use this form when you hire a retiree and send the begin date. When the retiree's employment has ended, send the
termination date.

1. Fillin the employer and system information requested at the top of this form:

The retirement system the retiree who is returning to work is working in (only one system per page)
L = Law Enforcement Officers’ & Firefighters Retirement System
P = Public Employees’ Retirement System
E = School Employees' Retirement System
S = State Patrol
T = Teachers’ Retirement System

The employer’s name

The name of the person preparing the form

The date the form was mailed to DRS

The telephone number of the person who completed the form

Page number

2. Complete the retiree information for the transactions you are submitting:

Enter the retiree’s Social Security number
Enter the retiree’s Name

3. Complete the employment information for the transactions you are submitting:

Enter the retiree’s date of hire in their current position in the begin date columns (mmddyyyy)

Enter the retiree’s termination of employment date in the end date columns (mmddyyyy) - DRS cannot accept end

dates beyond the current date
Put an “X” in the box to the right of the position status that applies to each retiree

4. Make a copy of the form for your records.
5. Send the form to DRS at the address given in the lower right corner of this form.
Note: Regarding use of the date fields:

The appropriate dates and other applicable information should be submitted if a retiree moves from an eligible
position to an ineligible position or vice versa.
This information determines when a retiree’s monthly benefit will be suspended or when it can resume.

Note: Regarding position status:

Use the PERS/SERS definition for position eligibility when you are reporting retirees in PERS/SERS positions.
Use the TRS Plan 2 definition for position eligibility when you are reporting retirees in TRS positions (including
TRS Plan 1 retirees).

Use the full-time, fully compensated LEOFF definition for position eligibility when you are reporting retirees in
LEOFF positions. (If a retiree of LEOFF is hired into a position that is eligible for LEOFF, the retiree should be
reported on the Monthly Contribution Transmittal Report and not the Retirees Who Return to Work Report.
Use the Washington State Patrol Retirement System (WSPRS) definition for position eligibility when you are
reporting retirees in WSPRS positions.

Refer to DRS Notice 97-002 for more information or call Employer Support Services at (360) 664-7200 or
1-800-547-6657 ext. 47200 if you have any questions.



Retirement Status Form*

Employee Name SSN

Retirement Status

Have you ever been a member of a Washington State Retirement System? Yesld NoQ

If yes, what system and plan?

Teachers Retirement System Plan1d Plan2d Plan 31
Public Employees Retirement System Plan1 Plan2
School Employees’ Retirement System Plan2d Plan31
Law Enforcement Officers

and Fire Fighters Retirement System Plan 1 Plan 21
Washington State Patrol Retirement System Q
Judicial Retirement System Q
Do not know a
Other

Have you withdrawn your retirement Yesd Nod N/AQ Donotknow
contributions?

Have you ever retired from one of the above Washington State Retirement Systems?
Yesld Noll

Employee Signature Date

Completed form to be filed in employee’s file.

* RCW 41.50.139 requires employers to solicit this information from all new employees.
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Washington State Department of Retirement Systems TRS Plan 1 Retiree Returning to Work Report

SystemmdFPlan | Employer Name Frepared By [rate Fhone Fage
TRS 1
Retiree Infor mation Erployrent Infor mation
Begin Lrate - hhdsD D™ End Date - bl 00 Fozition Status

SSM: Name: On-Call: Contracted:
SEN: Name: On-Call: Contracted:
SSM: Name: On-Call: Contracted:
SSM: Name: On-Call: Contracted:
SEN: Name: On-Call: Contracted:
SSM: Name: On-Call: Contracted:
SSM: Name: On-Call: Contracted:
SEN: Name: On-Call: Contracted:
SSM: Name: On-Call: Contracted:
SSM: Name: On-Call: Contracted:
SEN: Name: On-Call: Contracted:
SSM: Name: On-Call: Contracted:
SSM: Name: On-Call: Contracted:
SEN: Name: On-Call: Contracted:
SSM: Name: On-Call: Contracted:
S5EM: Name: On-Call: Contracted:
SEN: Name: On-Call: Contracted:
SSM: Name: On-Call: Contracted:
SEM: Name: On-Call: Contracted:
SEN: Name: On-Call: Contracted:
SSM: Name: On-Call: Contracted:

Mall Complatsa Rami rao:

EMElcta T SUpEore Semlees

DR TMane of REdraMent Sysmms
R0, Box 42 130

CHympla, WA . S350 4210




USING THE TRS PLAN 1 RETIREE RETURNING TO WORK REPORT
To complete this form:

1. Provide all the information requested at the top of this form:

The employer's name

The name of the person preparing the form

The date the form was mailed to DRS

The telephone number of the person who completed the form
Page number

2. Complete the retiree information for each of the transactions you are submitting:

Enter the retiree’s Social Security Number
Enter the retiree’s Name

3. Complete the employment information for each of the transactions you are submitting:

Enter the retiree’s date of hire in the current position in the begin date columns

(mmddyyyy)

Enter the retiree’s termination of employment date in the end date columns (mmddyyyy)

- DRS can not accept end dates beyond the current month

—End dates must be submitted on a second report unless the employment period is in
only one month.

Put an “X” in the box to the right of the position status that applies to each retiree
4. Make a copy of the form for your records.
5. Sendthe form to DRS at the address given in the lower right corner of this form.

Note: Regarding use of the date fields:

The appropriate dates and other applicable information should be submitted if a retiree
moves from an On-Call position to a Contracted position or vice versa.

This information determines when a retiree’s monthly benefit will be suspended or when
it can resume.

Note: Regarding position status:

Contracted versus On-Call has a direct impact on how many hours a TRS Plan 1 retiree
can work during the fiscal year (July — June). It is critical to keep DRS informed of the
employee’s position status. If you have an employee who is performing both On-Call
and Contracted work, you must put an “X” in the box to the right of the Contracted box.

Refer to DRS Notice 99-006 for more information or call Employer Support Services at
(360) 664-7200 if you have any questions.



